Comment on: Traumatic central serous chorioretinopathy
Sir, We read with interest the article, "Traumatic central serous chorioretinopathy (CSR)" by Steeples et al. [1] The authors discuss a case of CSR that developed after blunt trauma to the eye, diagnosed with the help of fluorescein angiography and optical coherence tomography (OCT). There are few additional features in this interesting case that we wish to highlight.
Figs. 2 and 4 are OCT images of the left eye of the patient pre-and post-resolution of the CSR. Although choroid cannot be seen completely in either, it definitely appears to be much thicker than the retina itself. Hyporeflective areas can be seen just below the retinal pigment epithelium layer in the OCT images, especially beneath the area of pigment epithelial detachment (PED) in Fig. 4b , which are possibly dilated choroidal vessels. These features are suggestive of the recently described entity "pachychoroid pigment epitheliopathy" (PPE) which is believed to be associated with a spectrum of diseases inclusive of CSR and polypoidal choroidal vasculopathy. [2] Furthermore, left eye shows multiple small PEDs which is another feature of PPE. It would be helpful if the choroidal thickness could be objectively determined. OCT images of the right eye may also help in this regard.
History of CSR in the right eye of the patient, the presence of PED and possibility of PPE are tempting toward diagnoses of idiopathic CSR rather than traumatic CSR. Bilateral CSR has an incidence as high as 40%. [3] The only sign of trauma in the index eye is minimal uveitis (1+ cells). The trauma may have been coincidental. Rather, as the patient had low vision (history of retinal detachment surgery) in the right eye, CSR would have caused drop in visual acuity and predisposed the patient to blunt trauma. Therefore, it becomes necessary to know the actual events and nature of trauma.
We hope our analysis adds value to the discussion and await the authors' response.
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A case of spontaneously resolved primary congenital glaucoma
Sir, We read with interest the article by Sanghi et al. "A case of spontaneously resolved primary congenital glaucoma" and congratulate them for presenting this rare case. [1] We feel the authors should provide additional details of clinical examination findings to support the diagnosis of regressed primary congenital glaucoma (PCG). The authors state that the corneal diameter was 13.5 mm in the right eye with Haab's striae in the nasal half, with normal posterior segment and gonioscopy findings, and a normal fundus examination.
In infants and young children, elevated intraocular pressure (IOP) may cause enlargement of the globe (buphthalmos), limbal tissue (limbal ectasia with the deep anterior chamber) and cornea, leading to circumferential, and horizontal ruptures of the Descemet's membrane (Haab's striae). [2] In PCG, enlargement is mainly at the corneoscleral junction. Single or multiple breaks in Descemet's membrane (Haab's striae) may result in irregular astigmatism. [3] The anterior segment photograph of the right eye reveals an enlarged cornea with Haab's striae but does not show limbal ectasia or a deep anterior chamber.
The sclera also expands gradually when exposed to an elevated IOP, with increasing axial length and resultant myopia and astigmatism. [4] Enlargement of the globe with elevated IOP during the first 3 years of life creates a myopic shift and may lead to amblyopia and significant astigmatism. [5] Myopic astigmatism and anisometropia occur in children with PCG (the latter is almost always present in unilateral cases). [4] The patient, in this case, the study had simple hypermetropic astigmatism of +1.00 D only.
The axial length of both eyes needs to be mentioned. Measurement of the axial length has been recommended by some investigators for routine use in diagnosis and follow-up of congenital glaucoma, contending that the axial length is a sensitive and reversible measure of the disease. [3] The disc photographs and corresponding optical coherence tomography-retinal nerve fiber layer (RNFL) scans shown in Fig. 6 . Furthermore, do not show any significant thinning of the RNFL. The visual field of the right eye [ Fig. 5 ] does not reveal any scotoma and appears to be normal. The authors state that gonioscopic examination revealed prominent iris processes in the right eye. There is no evidence to suggest any prior angle anomaly in the right eye. PCG patients have angle anomalies, that is, a more anterior iris insertion, with the altered translucency of the angle face rendering the ciliary body band, trabecular meshwork, and scleral spur indistinct. [5] Nagao et al., in their study reporting spontaneous resolution of PCG, stated that all the 14 eyes studied showed a deep anterior chamber, with a clear lens, but abnormal angles with a typical appearance of PCG. [1] In conclusion, we wish to differ with the diagnosis of unilateral spontaneously-regressed PCG in the patient reported by Sanghi et al. since the patient has no prior records or photographs providing evidence of PCG. Moreover, we are of the opinion that the reported observation by the patient of whitish discoloration of the right eye during childhood, which spontaneously cleared in due course of time, is not convincing enough to accept that this is a case of spontaneously-regressed PCG.
